health policy & economics
In the last 150 years, advances in the field of medicine have extended the average lifespan in the Western world by over 3 decades 1 and this trend shows no signs of slowing down. If current forecasts are accurate, a third of all babies born in the Western world today will live past their hundredth birthday. 2 A century ago, this demographic shift had primarily been due to reduced infant mortality and better infection control, and this trend has continued more recently due to better management of chronic conditions like cancer and heart disease. 1 Nearly half of provincial/territorial government healthcare spending is allocated to seniors (those 65 years of age and older), but our aging population will only cause this proportion to increase, likely reaching unsustainable heights. 3 This ongoing demographic shift will force us to balance economic sustainability with the effective care of seniors in hospital, postdischarge, and at end-of-life.
A report by the Canadian Institute for Health Information illustrated the current financial burden of seniors on the healthcare system quite handily. While adults aged 15-64 cost our healthcare system an average $2286 per capita annually, health spending on seniors was $10 742 per capita. Furthermore, the financial cost for those seniors aged 80 years and over cost the system a staggering $18 160 per capita. 5 This provides a significant challenge for our healthcare system, as it is projected that over the next 25 years, the proportion of the Canadian population 65 and over will jump from 14% to 25%. 4 Although longevity is expensive, technically speaking, it is not age itself that increases healthcare expenditure but rather the number of chronic diseases an individual possesses, which tend to rise with age. Indeed, between 50-60% of seniors suffer from three or more chronic diseases, compared to 15-30% of those aged less than 65 years. 6 Most chronic conditions are self-managed by patients and their families at home until patients are typically in their late 70s. Unfortunately, while hospitals are often exceptional at treating patients with acute conditions, their management of patients who require chronic care is often fraught with inefficiency, fragmentation, and poor outcomes. 3, 7 Alternatively, long-term care (LTC) facilities are structured around the rehabilitation and continued management of patients with these chronic and often deteriorating conditions. 8 They are institutions designed to fill the gaps created by our hospital-centric system, yet they are woefully underutilized by policy-makers. Though the plan is always to transfer chronic patients to LTC or home care, our system is ill-equipped to meet this growing demand. In Ontario alone there are 2000 waiting in hospital beds for LTC. Of the 1000 of these waiting in acute care hospital beds, three quarters will be placed in LTC within 10 months; however 15% will pass away while on the wait list. And this demand-supply mismatch is only getting worse with the median wait time tripling from 2005 to 2012. 9 What makes this issue even more frustrating is that one day in a hospital costs the province approximately $1000, while comparable LTC costs only $137.10 and homecare just $55.11. Focused investment in LTC would not only improve patient outcomes for the chronically ill, but also save the healthcare system money by freeing up acute care beds, thereby allowing hospitals to better treat those with acute illness.
Seniors with chronic needs occupying acute care beds is a ubiquitous problem in our healthcare system that will only worsen as our population continues to age. The term "Alternate Level of Care" (ALC) describes this phenomenon-patients who have completed the acute phase of their management in hospital, yet continue to occupy an acute care bed. Currently, seniors comprise 40% of acute hospital stays in Canada, and of the 85% of such stays that were designated ALC, nearly half were waiting to be placed in an LTC facility. 12 At Mount Sinai Hospital in Toronto, a program called the Acute Care for Elders (ACE) Strategy has shown great promise as a model for streamlining senior care and reducing the number of ALC patients. The premise of ACE is to implement a higher level of integration across the multiple modalities of healthcare and social services a patient might be receiving across a variety of locations-namely the home, community, and hospital. For example, part of ACE involves screening seniors who present to the emergency room for risk factors that might predict poor outcomes, then adjusting both in-hospital and postdischarge care accordingly. Specialized inpatient geriatric consultation teams manage issues that contribute to functional decline, and aim to avoid hospitalization altogether if possible. Upon discharge, patients are meticulously followed and receive ongoing homecare via partnerships with local organizations, geriatricians, and geriatric psychiatrists. In just one year, the project saw tangible reductions in average length of hospital stay and hospital readmission rates, and patient satisfaction with this program was polled at 97%. 3 The cost and cost effectiveness of the resources required to achieve these gains has not been determined yet, however.
Studies have shown that within 30 days of being discharged from the emergency department, 8% of seniors are either readmitted to hospital or die, with an additional 16% returning to the ER. 13 Integrated care systems such as ACE have been shown to keep seniors at home, reducing stress on the healthcare system by decreasing the quantity and length of hospitalizations, while simulta- neously improving the level of access and quality of care received. The first four years of PRISMA, a similar integrated care project in Quebec, found a 50% reduction in unmet medical needs, a 20% reduction in ER visits, a significantly reduced number of hospitalizations and a 14% decrease in individuals experiencing functional decline.
14 Again, the economic sustainability of this program has not been established.
It is clear that medicine works best when it is integrated as part of a multidisciplinary care system that is organized around the needs of the individual, but integration can come in many forms. Several studies suggest that case managers may be an invaluable tool in facilitating the care of the aging population. These are individuals (often nurses) who coordinate care from different providers, ensure that communication is maintained between members of the patient's healthcare team, and educate patients on what care they require and how to go about getting it. Furthermore they would arrange, coordinate, and oversee the home care for hospitalizable conditions such as pneumonia, congestive heart failure, and COPD. A trial of such a project in Australia involved assigning seniors a case manager to oversee their medical care, and resulted in 21% fewer ER visits and 28% fewer hospital admissions. 15 The nuances of palliative care are another area where the hospital machine seems to fall short. The human condition is in part defined by our remarkable ability to hope even in the face of tremendous adversity, even in the face of hopelessness. Broaching the subject of palliative care seems to run contrary to our nature, forcing both healthcare providers and patients to address the uncomfortable subject of death. However, talking about death demystifies it and allows patient preferences to take shape. A randomized control trial looking at lung cancer patients found that those offered palliative care reported improved quality of life at 12 weeks. 16 As guidelines continue to emerge and healthcare provider education improves, this is an area where we will continue to improve. 17, 18 There was a time when most people died at home surrounded by their families-familiar faces in a familiar environment. Approximately 64% of people die in hospitals while another 12% pass away in LTC facilities. 19, 20 This sadly does not accurately reflect patient preferences, as literature shows that the majority of seniors prefer to die in their own home. 3 As our population ages, palliative care will give the medical profession a tremendous opportunity to put the dignity back in dying, allowing people to pass away comfortably and with meaning. Talking about palliative care is a first step. The next step is to humanize death by listening to patients, helping them realize and articulate their preferences. This will not only improve the quality of a patient's last few months, but also relieve stresses on hospital resources, allowing for more effective care of other patient populations. The availability and flexibility of hospice and palliative home care, however, is a major factor in whether it is even feasible for end of life to occur at home.
The organizational, economic, and political complexity of implementing such significant shifts in the structure of our healthcare system is daunting, but necessary. As more research is done to elucidate the most cost-effective and patient-centered methods of accommodating the rapidly changing demographic landscape, we expect to see increased funding and manpower being allocated to expanding LTC facilities. Further, we expect a greater focus on the use of programs and case managers that integrate each patient's unique mix of medical and social services. We also anticipate a greater emphasis on patient preference at end-of-life, and the development of better palliative care options. What is certain is that Canada's demographic landscape will see unprecedented change in the coming decades as medicine pushes the limits of the human lifespan beyond what was previously imaginable. The question that remains to be answered is how our healthcare system will manage to adapt to meet our aging nation's rapidly evolving medical needs.
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